Pneumothorax is considered an absolute contraindication for air travel, as reduction of barometric pressure causes trapped gases to expand.' During the conflict in Somalia medical personnel under extremely stressful circumstances had to evacuate three patients with penetrating chest wounds by air without facilities for providing a means of egress for the trapped pneumothorax. Two of the three patients survived.
There was no past history of any important chest disease apart from an influenza like illness accompanied by wheezing and dry cough.
On examination he was calm and co- During the postoperative period the patient continued to be restless and severely dyspnoeic. The lungs did not re-expand fully despite resuscitative measures and oxygen enriched ventilation (with an ambubag via a tracheostomy). He died of hypoxaemia on the fourth day after injury. Owing to the war conditions a necropsy was not possible.
Discussion
The risk of air transport for patients with a pneumothorax is well known.' The first two patients fared well, as they had peripheral lung lesions with minimal lung contusion and the resulting air leak presumably sealed. The third patient had a central lesion, resulting in a massive leak of air, which we assume passed into the anterior mediastinum as the mediastinal aspect ofthe lung is usually less adherent. Further accumulation of air from the lung laceration and from mediastinal extension of subcutaneous emphysema may have caused the air to spread into the right pleural space. Pulmonary laceration compounded possibly by pleural adhesions from old tuberculosis could have resulted in massive mediastinal and subcutaneous emphysema without the development of a pneumothorax on the left.2 This may explain why the left pneumothorax appeared only after the right pneumothorax had been drained.2 His exposure to high altitude during air travel seems likely to have been responsible for the expansion and dissipation of the trapped air in the mediastinum.
The patient died of hypoxaemia despite vigorous ventilation via a tracheostomy with 100% oxygen. Although the pneumothoraces and chronic pulmonary disease may have contributed to this picture, shunting of blood through the contused lung with no gas exchange was probably the main factor.34
Although two patients with a partial pneumothorax survived air travel, chest drainage before evacuation is undoubtedly the safest option and should be carried out whenever possible.
